The care of patients at the end of life represents a key dimension of practice for all fields of medicine, including orthopaedic surgery. While infrequently discussed in the clinical orthopaedic literature, understanding how providers of orthopaedic care can help to improve the experiences older adults in the late stages of progressive illness or disability is likely to grow in importance over time.
Each year in the United States, older adults sustain 2 million osteoporosis-related fractures [6] , a figure that is anticipated to increase rapidly during the coming decades owing to the aging of the population [4, 19] . Although the majority of these fractures occur in adults who are still far from the end of life, they nonetheless are associated with profound, sustained increases in the likelihood of death [3] : for patients with hip fractures, one of every five can be expected to die during the year following injury [5] . Also, key subgroups of patients with fractures, particularly those with progressive disability or comorbidity, may be at still greater risk [10] , as patients with advanced dementia experience a 55% mortality at 1 year after fracture [15] . Among this highest-risk group, orthopaedic conditions account for a large proportion of acute medical care needs; observing a cohort of 323 patients with advanced dementia over 18 months, Mitchell et al. found fractures of the hip and other sites to represent 16.6% of all acute medical events [12] .
For patients experiencing musculoskeletal conditions near the end of life, such injuries may occur as one aspect of a larger, ongoing process of decline toward death. Providers of orthopaedic care therefore may serve as important points of contact with the healthcare system for patients near the end of life, and may engage with patients in decisions regarding healthcare services, such as surgery, with implications for the duration and quality of life. For these reasons, acute orthopaedic care offers distinct opportunities to improve the overall experiences of dying patients and their families in ways that may extend beyond the care they deliver for a specific, presenting injury. Here, I briefly outline three considerations relevant to orthopaedic practice that the literature in palliative medicine has highlighted as being of importance to patients near the end of life and their families: the definition of individual healthcare goals, the treatment of pain, and the individualization of healthcare decisions.
Definition of Individual Healthcare Goals
Published in 1995, the Study to Understand Prognoses and Preferences for Outcomes and Risks of Treatment (SUPPORT), a multicenter, randomized controlled trial of an end-of-life planning intervention, highlighted pronounced shortcomings related to determinations of patient goals of care at the end of life [17] . SUPPORT investigators observed that fewer than half of physicians treating dying patients were able to correctly state their patients' preferences regarding resuscitation. Of the patients in the SUPPORT study who had do-not-resuscitate orders, these orders were written, on average, two days before death [17] . Since publication of the SUPPORT study results, initiatives to improve the quality of hospital care for older adults have promoted routine determinations of healthcare goals as a part of the process of acute care [1] . At the same time, meaningful discussions regarding end-of-life care often may be delayed until late in the course of illness owing, in part, to challenges physicians face in knowing the appropriate moment to initiate such discussions. Considering these challenges, Timothy Quill suggests that endof-life discussions are appropriate not only for patients facing imminent death, but for any patient for whom the clinician would not ''be surprised if the patient died within the next 6-12 months'' [16] .
As fragility fractures occurring among patients with multiple disabilities or advanced dementia carry profound prognostic implications, they may offer important opportunities to initiate discussions with patients regarding their goals of care at the end of life. Such discussions should focus on overall healthcare priorities, such as the relative importance of life-sustaining treatments and treatments intended to enhance the quality of life, as well as preferences for specific treatments, including surgery, cardiopulmonary resuscitation, and palliative care [16] .
Treatment of Pain
Although the treatment of pain is a fundamental aspect of humane care for all patients, pronounced shortcomings in pain management near the end of life have been documented by SUPPORT [17] and in a more recent investigation [9] . In the context of orthopaedic care, acute pain frequently may be undertreated, as 44% of cognitively intact patients with hip fractures experience severe or very severe pain during hospitalization [14] . Despite evidence that inadequate analgesia may increase the incidence of inpatient mental status changes [13] , patients with preexisting neurologic conditions such as dementia receive less pain treatment after hip fracture than do similar patients without dementia [14] . As a consequence, patients with the poorest prognosis for survival in the year after fracture also may be at greatest risk for inadequate treatment of pain in the acute setting. Improving the recognition and treatment of acute pain, potentially through use of regional anesthesia [8] or structured care pathways including pain-management protocols [18] , represents a key opportunity to improve endof-life care in orthopaedics.
Individualization of Healthcare Decisions
Determining the appropriate use of health services for patients near the end of life is a complex task that demands alignment of available healthcare resources with individual preferences and goals for care. Although many patients near the end of life may express preferences to forego invasive treatments, others may want to pursue care interventions that may increase the duration or quality of their remaining life [7] . Nonetheless, the presence of a do-not-resuscitate order may carry practical implications for the care patients receive that extend beyond the provision of CPR alone, as physicians may be less likely to recommend other lifeprolonging treatments, such as blood cultures, central line placement, or blood transfusion, to patients with do-notresuscitate orders [2, 11] . As such, the experiences of patients near the end of life potentially may be improved through an acknowledgement that the simultaneous delivery of life-prolonging treatments and palliative care for a given patient may be appropriate if aligned with an individual's overarching priorities for care [7] .
In practice, incorporating these concepts into the care of older adults with musculoskeletal conditions may represent a challenging task potentially influenced by a range of patient and health system factors. The ability of patients to communicate their wishes for end-of-life care, the availability of surrogate decision-makers, and the presence or absence of established relationships with healthcare providers may all make the task of defining and meeting patients' goals of care more or less complex. Similarly, the availability of key healthcare services, including geriatric or palliative medicine consultation and access to hospice care, are likely to influence the success with which episodes of orthopaedic care serve the priorities of patients near the end of life. Nonetheless, as the aging of the US population leads older adults to account for a progressively larger fraction of all orthopaedic patients, improving the degree to which orthopaedic management lives up to the standards of high-quality end-of-life care is likely to be of greater importance to patients, families, and advocates for quality in healthcare. In large part, the success or failure of orthopaedic providers in this domain will depend on the extent to which their management of acute and chronic conditions supports the values and priorities of individual patients. Such a challenge demands an increasingly nuanced understanding of what constitute the core values of orthopaedic care that can recognize the diversity of healthcare goals that may evolve over the life course.
